C H RO N I C I L L N E S S has replaced acute illness as the predominant disease pattern in developed countries over the past 50 years. The improved longevity of the populations in these countries has meant a growth in the burden caused by chronic conditions such as cancer, heart disease, stroke, AIDS, back pain and diabetes (Hoffman, Rice, & Sung, 1996) . Chronic illnesses often strike in middle and older age groups and, while these diseases do kill, most people diagnosed with a chronic illness will live for many years with their condition. Thus the day-to-day management of chronic illness has become a feature of life for a large proportion of the population and their families.
The effect of chronic illness on the lives of those affected is variable but commonly involves some restrictions on daily activities as well as increases in levels of pain and fatigue (Franssen, Bultmann, Kant, & van Amelsvoort, 2003) . Patients also need to cope with the on-going symptoms of the condition, ambiguity in symptom presentation, level of life threat and the requirements of medical treatment, which may mean learning new techniques for managing symptoms or administering therapy and coping with daily life disruption from both symptoms and treatment. Maintaining effective working relationships with medical staff as well as maintaining relationships with friends and family are other important adaptive tasks of living with a chronic illness (Stanton & Revenson, in press ). Meeting these demands often requires major adjustments to the patient's daily lifestyle and the learning of new skills (Petrie & Moss-Morris, 1997) .
Chronic illnesses vary along many dimensions, and there is often as much within-illness variation as between-illness variation. Rapidity of onset, degree of ambiguity in symptom presentation, level of life threat, prominence of pain, disease course (e.g. progressive versus relapse-remitting), degree of daily life disruption from symptoms and treatment and treatment effectiveness represent other dimensions demonstrating variability across and within chronic diseases (Stanton & Revenson, in press) . For some illnesses the onset of the disease is sudden and patients need to make adjustments quickly, while for other illnesses, the condition may come on more slowly and give the individual more time to adapt. Patients and their families vary in their ability to make adjustments to the new challenges a chronic illness requires. Failure to adapt, particularly in illnesses that need active daily management, such as HIV infection, insulin dependent diabetes and chronic renal failure, can soon result in medical complications and difficulties that can quickly compound the problems the patient faces.
The psychological effects of chronic illness can be profound. The tasks required of actively managing a chronic illness often sap energy and interfere with normal social life and activity. Individuals with chronic illness are more likely to be depressed, especially those who experience greater levels of pain and disability (Huurre & Aro, 2002; Vilhjalmsson, 1998) . Moreover, emotional disturbance such as depression often interferes with the adoption and maintenance of rehabilitation programmes and seems to worsen prognosis in some conditions (Frasure-Smith & Lesperance, 2003) . Patients who become despondent and unmotivated to improve their illness-related coping tend to have greater numbers of hospital admissions and poorer health (e.g. Stern, Pascale, & Ackerman, 1977) .
At the same time, research reveals substantial diversity in individuals' adjustment to chronic disease, with most patients reporting generally positive adjustment, and the minority evidencing significant distress or life disruption (Stanton & Revenson, in press) . Clinical levels of psychological dysfunction suggest that the minority of patients with chronic disease manifest clinical disorders, although it should be noted that rates vary widely across studies according to the criteria and validity of assessment instruments used. Review of sets of studies that assessed depression rates among patients with various chronic illnesses found that rates varied from 0-46 per cent for cancer (van't Spijker, Trijsburg, & Duivenvoorden, 1997), 12-40 per cent for end-stage renal disease (Christensen & Ehlers, 2002) and 0-61 per cent for Type I and II diabetes (Anderson, Clouse, Freedland, & Lustman, 2001) . Rates varied according to methodological and sociodemographic factors; for example, depression was more prevalent in diabetic women than men, uncontrolled than controlled studies, clinical than community samples and when assessed by self-report questionnaires versus standardized diagnostic interviews. In sum, hetereogenity rather than consistency in adjustment is the rule.
Chronic illness can also strongly disrupt social life and put strains on social support networks. Spouses, in particular, bear a large proportion of the stresses and burdens engendered by the illness (Hagedoorn, Buunk, Kuijer, Wobbes, & Sanderman, 2000; Lyons, Sullivan, Ritvo, & Coyne, 1996; Revenson, 1994 Revenson, , 2003 . Tasks that the patient normally completed around the home before developing the illness but can no longer manage, need to be assumed by a spouse or other family member (Compas et al., 1994; Pedersen & Revenson, 2004) . Sometimes this creates feelings of guilt and inadequacy on behalf of the patient and feelings of extra pressure and resentment on the part of members of the patient's family (Manne, Alfieri, Taylor, & Dougherty, 1999; Revenson & Majerovitz, 1990) . Again, there is a great deal of variability: some patients with chronic illness complain of social isolation and a lack of emotional support to deal with the distress of coping with the demands of chronic illness, while others report that their social relationships have been enriched (Danoff-Burg & Revenson, in press) .
Psychological interventions in chronic illness have a relatively short history but research in the area is growing rapidly (e.g. Baum & Andersen, 2001) . Interventions developed for patients with chronic illness are generally designed for one of three main purposes (Nicassio, Meyerowitz, & Kerns, 2004) . The most common group of interventions are programmes designed to help patients adjust to their illness and take a more active approach to the day-to-day management of their symptoms and condition. These psychological interventions were first developed in the chronic pain area (see Keefe, Rumble, Scipio, Giordano, & Perri, 2004, for review) but have now demonstrated effectiveness in patients in a variety of chronic illness groups (Lorig et al., 1999) . Multimodal interventions using a variety of techniques (e.g. pain management, stress management, coping skills, increasing family communication) but with same general goal have been developed for a number of specific chronic illness conditions such as diabetes (Steed, Cooke, & Newman, 2003) , heart disease (Lewin, Robertson, Cay, Irving, & Campbell, 1992) , arthritis (Lorig, Ritter, Laurent, & Fries, 2004; Radojevic Nicassio & Weisman, 1992) , cancer (Antoni et al., 2001; Helgeson, Cohen, Schulz, & Yasko, 2000 Lepore, Helgeson, Eton, & Schulz, 2003 ) and a number of other illnesses (Petrie, Broadbent, & Meechan, 2003) .
Other interventions in chronic illness aim to alleviate or directly treat the underlying physiological condition and symptoms in conditions such as reducing hypertension (Blumenthal, Sherwood, Gullette, Georgiades, & Tweedy, 2002) and muscle tension related to headaches (Holroyd & Penzien, 1994) . A third area of intervention are programmes that provide adjunctive care for patients with refractory illness or help patients cope with the difficulties of medical treatment. A number of programmes have been developed for patients with terminal illness with the goal of maintaining well-being (Andersen, 2002) and for coping with challenging medical therapies or investigations (e.g. Anderson & Masur, 1990) .
The therapeutic techniques used in psychological interventions in chronic illness now encompass a wide range of methods. Initially, psychological therapies were borrowed directly from treatments developed for psychiatric patient groups. For example, cognitive behavioural therapies originally designed for treating depression have been successfully adapted to improve adjustment in chronic illnesses such as sickle cell disease (Gil et al., 1996) osteoarthritis (Keefe et al., 1990) and chronic fatigue syndrome (Sharpe et al., 1996) .
Stress management programmes also used initially in clinical psychology populations have also been successfully adapted for patients with HIV infection (Antoni et al., 2000) , rheumatoid arthritis (Parker et al., 1995) , diabetes (Surwit et al., 2002) and cancer (Antoni et al., 1991 (Antoni et al., , 2000 . More recently, psychological interventions have been developed specifically tailored to features of a particular illness, such as graded exercise therapy for chronic fatigue syndrome (Fulcher & White, 1997) and health psychology interventions have started to be based around theoretical frameworks developed specifically for illness populations such as Leventhal's selfregulatory model (Petrie et al., 2003) .
The types of intervention programmes described above all target individual behaviour change. Other types of interventions integrate the individual's social context or aim to change social network behaviours or social norms. Some interventions involve prevention of mental health sequelae following the initial diagnosis and treatment of chronic illness, for example, using group discussion or patient education formats, or combinations of the two (Helgeson et al., 2000 (Helgeson et al., , 2001 Lepore et al., 2003) . Other interventions are community-based, focusing on preventing illness and encouraging health behaviours (see Revenson & Schiaffino, 2000 , for a review).
Mirroring this emerging area of study, the articles in this Special Issue of the Journal of Health Psychology cover a broad range of medical conditions and levels of intervention. There are reports in the issue of psychological interventions in hypertension, low birth weight, chronic back pain, diabetes, rheumatoid arthritis, HIV/AIDS and chronic fatigue syndrome. Similarly, a number of therapeutic methods are presented in the Special Issue, from more traditional cognitive-behavioural models to newer, less-tested techniques such as expressive writing.
Three of the studies in the Special Issue involve interventions that examine the efficacy of cognitive behavioural techniques, often as a major component of more complex interventions. The article by Magnussen and colleagues investigates the effect of a brief cognitive intervention in patients with chronic back pain. LaPerriere and colleagues evaluate the effectiveness of a cognitive behavioural stress management approach combined with expressive-supportive therapy in women living with HIV or AIDS. Steed and her co-workers report on the efficacy of a self-management programme for people with diabetes that included a number of cognitive behavioural techniques presented in a group format.
Three of the articles investigate the value of expressive writing as a therapeutic tool. This intervention, developed by Pennebaker (1993) , has gathered increasing interest from researchers in the health area following the publication of studies showing physical health benefits in asthma and rheumatoid arthritis patients (Smyth, Stone, Hurewitz, & Kaell, 1999 ; see also Stanton & Danoff-Burg, 2002) . In this Special Issue, Beckwith and her colleagues examine the effects of expressive writing in individuals with elevated blood pressure. Koopman and her colleagues examine the value of expressive writing among women who have histories of intimate partner violence, an understudied health problem. Wetherell and his colleagues report on a home-based emotional disclosure intervention in patients with rheumatoid arthritis, assessing both its feasibility as a portable intervention and its effects on mental health and physical functioning.
Two other articles in the issue focus on psychosocial interventions that have been developed specifically for particular conditions. Moss-Morris and her colleagues scrutinize the value of graded exercise therapy for patients with chronic fatigue syndrome. Within a multi-site trial, Amaro and her colleagues examine the factors leading to changes in risk behaviour following HIV counselling and testing. Also included in the Special Issue is a review of psychosocial interventions designed to prevent low birth weight by Lu and Dunkel Schetter, who highlight the importance of theory-driven research.
We believe the articles in the Special Issue highlight three important recent developments in psychological interventions for chronic illness. The first is that psychological interventions are becoming more theory-based and sophisticated in the behavioural targets they are seeking to alter. Successful interventions are typically based around a sound model of behaviour change and begin with an analysis of the key behaviours or difficulties the intervention is aimed at addressing. The study by Steed and colleagues provides a nice illustration, in that it tests a theoretically based intervention for diabetes based on selfefficacy and self-regulation approaches.
The second development apparent in these articles is an increased awareness of identifying sub-populations for whom the intervention may be more efficacious. For example, Beckwith and her colleagues raise the possibility that expressive writing interventions in hypertension may be more useful for patients who inhibit their anger and less effective for individuals who do not inhibit emotions. Similarly, Koopman and her colleagues found expressive writing more useful for women who had suffered from partner violence who also had higher levels of depression.
A third important theme of this Special Issue is the increasing focus on mechanisms of action. The search for not only whether the intervention works but through what biobehavioral and psychosocial mechanisms the intervention operates is critical for future interventions to be more effective. In their article, LaPerriere and his colleagues illustrate the need to dismantle their intervention to find out which of the array of components is necessary for reducing depression. Moss-Morris and her co-workers take this process one step further by an analytical strategy that specifically examined mechanisms of change. This analysis suggests that the key mechanisms of exercise therapy for chronic fatigue syndrome may be a reduction in symptom focusing and an increase in patients' ability to exert themselves while exercising. The building of such analytical strategies into the design of intervention studies and the search for mediating pathways will strengthen and improve interventions over the long term.
The increased role of the management of chronic illness in routine health care provides a compelling impetus to develop and improve psychological interventions for chronic illness populations. Successful management of a chronic illness on a daily basis involves a complex range of behaviours. Moreover these behaviours affect and are affected by the patients' social environment. Psychosocial interventions have an enormous contribution to make in the lives of patients with chronic disease. The interventions represented in this issue highlight the broad range and increasing sophistication of psychological research in this area, and challenge you, dear readers, to use these articles as a springboard for developing theory-based, innovative interventions or applying these models to different illness populations.
